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Doctor, 

be your own 

judge... 
try this 


simple test 


With so many claims 
made in cigarette adver- 
tising, you, Doctor, no 
doubt prefer to judge for 
yourself. So won’t you 


make this simple test? 





















Take a PHILIP MORRIS and any other cigarette 


1. Light up either one first. Take a puff—get a good mouthful of smoke 
—and s-l-o-w-l-y let the smoke come directly through your nose. 


2. Now, do exactly the same thing with the other cigarette. 


You will notice a distinct difference between 


PHILIP MORRIS and any other leading brand. 


PHILIP MORRIS 


Philip Morris & Co. Ltd., Inc., 100 Park Avenue, New York 17, N. Y. 
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Urological Problems In The Female 


Rosert Lic, Jr., M.D.° 
Louisville, Kentucky 


This is a discussion of the urological conditions that 
occur either entirely or more commonly in women. In 
an effort to maintain some degree of continuity the 
subject will be presented from a symptomatic § or 
subjective viewpoint. Furthermore, we will stress the 
common, but occasionally mention the rare. So often, 
a rare diagnosis is made only by remembering it as a 
possibility. 

Pain is the most common symptom of pathology 
and flank pain holds a high place as a manifestation 
of upper urinary tract disease. The pain may be local- 
ized to the flank posteriorly or it may radiate to the 
anterior abdomen or groin. The fact that this pain 
simulates intraperitoneal disease is obvious by the fre- 
quent finding of cholecystectomy and appendectomy 
scars on patients with long standing, and previously 
undiagnosed, obstructive uropathies. It is apparent 
then, that careful and detailed urological studies are 
mandatory in any questionable instance of flank pain 
just as every patient with digestive tract symptoms 
and a normal gastrointestinal series is entitled to at 
least an excretory urogram. 

Flank pain suggesting several urinary tract condi- 
tions other than those of stone and infection are: 

I. Renal ptosis 
If. Ureteral stricture 
1. Congenital 
2. Pyogenic 
3. Tuberculosis 
4. Neoplastic infiltration with cervical cancer 

III. Fibrolipomatous nodules 

Renal ptosis or symptomatic “dropped kidney” is an 
exacting diagnosis and unless correctly made the pa- 
tient and surgeon find, to their despair, that the 
successfully suspended kidney does not attain the 
anticipated result of pain free living. Renal ptosis 
demands the presence of several positive diagnostic 
criteria which are: 

1. The pain must be absent in the morning upon 
arising and develop after a period of activity 
and be relieved upon lying down. 

2. Distention of the renal pelvis (by retrograde 
pyelography) should reproduce the pain and 

*Clinical Professor and Head of the Section on Urology, 

University of Louisville School of Medicine, Louisville, 

Kentucky. 


Read before the South Carolina Medical Association at Colum 
bia, South Carolina, May 6, 1953. 


its usually radiation; aspiration of the renal 
pelvis must give immediate relief. 

3. Calyceal blunting must be present suggesting 
that the ptotic kidney is actually suffering 
from obstruction of the angulated ureter. 

Failure to demonstrate all of the above dictates will 
result in failure of the nephropexy to give permanent 
relief of pain. It is obvious that renal ptosis is not 
nearly so common as was once thought and the 
popularity of the operation was lost because of its 
symptomatic failure despite an objective success. 

Congenital ureteral strictures occur most often 
unilaterally at the uretero-pelvic junction. Pyogenic 
strictures of the ureter can occur at any point along 
the course of the ureter, but most often in the proximity 
of the broad ligament where the ureter is readily in- 
volved in inflammatory processes. Strictures of tuber- 
culosis occur most frequently at the ureterovesical 
junction and an unexplained stricture at this point 
must be considered tuberculosis until proven other- 
wise. May I say further that tuberculosis of the urinary 
tract does not constitute an emergency and active 
surgical therapy should always be predicated upon 
positive cultural or gunea pig innoculation irrespective 
of the time necessary to obtain this unequivical proof. 
Ulcerative pyelonephritis and tuberculosis are radio- 
graphically similar and painstaking laboratory in- 
vestigation must dictate the therapeutic path rather 
than surgical enthusiasm. Ureteral obstruction due to 
cancer of the cervix characteristically involves the 
ureter at a point 10 cm. above the uretero-vesical 
junction. In fact a stricture at this point in the ureter 
and particularly when seen bilaterally virtually makes 
the diagnosis of extensive cancer of the cervix. It is 
ureteral compression and the resultant uremia that is 
responsible for the majority of deaths in cervical 
malignancy. 

An extra-urinary tract condition that may simulate 
ureterorenal pain is that associated with fibro- 
lipomatous nodules in the back associated with the 
dermatomes of the last thoracic and first lumbar areas. 
In the non-obese these nodules may be palpated and 
are tender to pressure and in addition any palpation 
over the area reproduces the radiation of pain. A pro- 
caine block in the area often give immediate relief and 
thus assists in the diagnosis, but in addition, on oc- 
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casion at least, the pain is permanently relieved. In 
our experience we attempt several injections before 
considering surgical excision of the nodule. 

Bladder discomfort is a manifestation much more 
common in women than in men. It may have either an 
organic or functional basis and to distinguish between 
functional and non-functional bladder symptoms may 
be troublesome. We all know that bladder infection 


is associated with a variable degree of tenesmus, 
urgency, frequency and strangury. These symptoms are 
present both day and night and when the symptoms 
are present only during the waking hours the pos- 
sibility of a functional disorder is to be considered. 
However, this is not an infalible rule. It is necessary, 
of course, that every patient with bladder symptoms 
be investigated thoroughly. The study must go farther 
than the bladder and included the upper urinary tract 
and particularly the ureters. Always remember, that 
more than an occasional patient with early urinary 
tract tuberculosis is condemned to a life of urinary 
misery by an inadequate urological survery. This is 
particularly tragic today since we now have drugs that 
promise virtual extinction of uro-tuberculosis if the 
disease is found early. 

Urinary frequency, urgency and dysuria are often 
associated with an essentially normal urine and there 
are several conditions that may cause this symptom 
without a 
The 


importance of these conditions lies in the fact that 


complex which may not be apparent 


properly interpreted cystoscopic examination. 
many of these women are branded neurotics only be- 
cause they have urinary symptoms and a grossly clear 
urine. 

First, let us consider cystitis cystica. This condition 
demonstrates on the bladder in- 
numerable minute cysts crowded together and dis- 


examination of 


tributed over the apical portion of the trigone and 
projecting to or within the boundaries of the proximal 
urethra. These cysts are a manifestation of epithelial 
proliferation in response to chronic infection of the 
bladder and contain a clear yellow fluid. The con- 
tinued proliferation and desquamation of the epi- 
thelium causes the cystic areas to become sonfluent 
and result in a thick membrane which covers most of 
the trigone. This membrane of epithelial hyperplasia 
may be grayish-white avascular 
thickened membrane with well defined edges. Epi- 
thelial hyperplasia must not be confused with leuko- 
plakia since true leukoplakia does not form a con- 


described as a 


tinuous large membrane, but is broken into many 
fragments. True leukoplakia is a rare condition and 
has to some degree a predisposition to neoplastic de- 
generation in contradistinction to epithelial hyper- 
plasia which has no malignant tendencies. Leuko- 
plakia and epithelial hyperplasia have the common 
characteristic of identical urinary symptoms; ie., 
frequency and dysuria. 

Interstitial cystitis, elusive ulcer or Hunner ulcer is 
a lesion in the dome of the bladder primarily and 
affords symptoms different only in severity of the 
aforementioned 


These live as 


conditions. 


patients 
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virtual slaves to their bladder day and night since the 
bladder gradually loses its elasticity and the capacity 
declines. Here again the patient presents this picture 
of bladder discomfort, extreme nervousness and the 
physician sees a grossly normal urine. The patient is 
obviously anxious and nervous from both mental and 
physical exhaustion and it is not unusual that she 
should be labeled a neurotic and treated with little 
more concern than to keep at a minimum her office 
trips of anxiety, ceaseless pleading for relief and con- 
cern about her gradual social isolation due to a con- 
stant necessity to void. 

In spite of the fact that the urine of these patients 
appears normal it always demonstrates some red blood 
cells and the cystoscopicst can see a few drops of 
blood ooze from the blush-like area in the dome of the 
bladder; the elusive ulcer. It is not the usual erosive 
appearing lesion that we associate with the term ulcer, 
but rather an area of mucosal blush with some small 
but prominently visible vessels projecting from the 
central portion of the area. 
urinary frequency, and 


The history. of urgency 


strangury with a complaint of severe supra-pubic 
point pain and tenderness when the bladder is full 
with the additional finding of a few red blood cells in 
an otherwise normal urine makes the diagnosis of 
elusive ulcer (Hunner ulcer or interstitial cystitis ). 
These pitiable victims have not a bright therapeutic 
future and it appears that no more than 25 percent 
can anticipate a permanent cure by one means or 
another. Forceful bladder dilatation under anesthesia 
and fulguration of the ulcer and its surrounding 
mucosa are useful in the treatment of this condition. 
Almost everything has been attempted with these pa- 
little to 


peutically. We have had two patients, of long standing 


tients and thus far we have offer thera- 
symptoms, that responded to 0.5 gm. of Neoarsphena- 
mine given intravenously for a total of five injections. 

Irradiation cystitis too may cause microscopic hema- 
turia and urinary frequency. The condition follows the 
use of radium in the cervix or uterus and the pene- 
trating beta rays affect the contiguous portion of the 
bladder. The bladder symptomatology may appear 
months or even years after the application of radium. 
We have seen one patient in whom the symptoms 
appeared twenty-one years later. 

In irradiation cystitis the symptoms may appear as 
urinary frequency and urgency with microscopic or 
gross hematuria. Gross hematuria may be the first and 
only symptom and it may continue with such activity 
that fulguration of the ruptured vessel is necessary to 
prevent actual exsanguination. 

Cystoscopically the bladder reveals, especially in its 
base, countless numbers of spider-like capillaries that 
project the atropic bladder 
mucosa. The point of hemorrhage shows the bleeding 


above and_ blanched 


vessel and usually a large submucosal hematoma. The 
urinary frequency is dependent upon bladder wall 
fibrosis and consequent loss of detrusor elasticity. 

toward relief 


Treatment is directed 


bladder 


symptomatic 


and lavage with potassium permanganat« 
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(1:8000) solution is often soothing. This coupled with 
a one ounce cod liver oil instillation into the bladder 
two or three times a week is helpful. (Cod liver oil 
needs no sterilization) The possibility of irradiation 
cystitis must be considered whenever x-ray or radium 
therapy is used for cervical or uterine lesions since it 
has been estimated, and it has been our experience, 
that some 3 to 6 percent of the patients so treated de- 
velop a variable degree of irradiation cystitis. 

The urethra of the female is the embryological 
counterpart of the prostate in the male. Therefore, the 
female urethra is richly supplied with glands and thus 
affords an excellent recess for persistent infection. The 
fundamental consideration in the treatment of chronic 
urethritis is that the infected glands in the urethra 
must be given the opportunity of drainage. 

Drainage of the urethral glands is accomplished by 
dilatation of the urethra which causes sufficient 
stretching of the urethra to expand the gland openings 
and permit the retained glandular elements to be ex- 
truded. Hence, urethral dilatation in chronic urethritis 
in the female acts much in the same manner as 
prostatic massage in the male. If there persists urethral 
infection the non-draining glandular areas should be 
sought out and cauterized chemically and followed by 
urethral dilatations at weekly intervals. 

The medical management in chronic urethritis is 
equally as important as the local therapy and should 
consist of antispasmotics and urinary tract sedatives. 
A hot sitz bath each night often gives great relief. 
Antibiotics have no logical place in the treatment, but 
we have seen repeatedly that some patients will show 
a favorable response particularly to Penicillin. If there 
is much urethral irritation, alkalinization of the urine 
is worthwhile. We prefer to use one of the alkaline 
bladder mixtures containing hyocyamus and a seda- 


tive; ie., 
Potassium acetate Oz. | 
Tinct. Hyoscyami Oz. 1% 
Elix. saw Palmetto et Santalwood Oz. 2 
Elix. Phenobarbital qs ad Oz. 6 


Sig.: Dr. 2 q.i.d. 

In the wake of a chronic persistent urethritis there 
may appear a true urethral meatal stricture which 
will often continue the urethritis and symptoms. It is 
most easily diagnosed by introducing a 28 F. sound 
into the urethra and as it is withdrawn if there ap- 
pears a thin rim of white avascular compressed 
urethral meatal tissue about the sound it is diagnostic 
of a urethral meatal stricture of clinical significance. 
This stricture is easily relieved by infiltrating with 1 
percent procaine the lower portion of the urethral 
meatus and extending the anesthetic along the urethra 
for about three-eights of an inch. A hemostat is then 
placed as is shown in Figure 1 and clamped. This 
compresses a thin line of tissue and by leaving the 
clamp in position for several minutes this crushed 
tissue may be incised without bleeding. The incision 
should be made so that a 30 F. 
urethra without difficulty, so that after the contracture 


sound enters the 


of healing there wil] remain a sufficiently large meatus. 
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FIGURE I 
Application of clamp for crushing urethral meatal 
tissue through which the incision is carried to affect 
a bloodless meatotomy. 


Following meatotomy the urethra must be dilated at 
weekly intervals until healing is complete and the final 
urethral caliber is maintained at 28 F. 

Patients with long standing bladder infections asso- 
ciated with strangury and some without bladder 
symptoms as age advances develop a urethral pro- 
lapse. This appearance of the urethra is confused with 
a caruncle, but upon careful inspection it is noted that 
there is a protrusion of the entire urethral cuff or at 
least in its posterior and lateral aspects. This condition 
is usually not of significance; however, so often the 
patient discovers the protruding urethra and becomes 
so disturbed by its appearance that it is necessary to 
remove the redundant urethra. This is most easily 
accomplished under local anesthesia by excising the 
cuff of protruding urethra and sewing the raw edges 
together in the mid-line. It is necessary to avoid con- 
stricting the urethral meatus during this procedure. 
It is always wise to submit the urethral tissue for histo- 
logical study, if for no other reason than to have this 
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evidence in the event that at some future time there 
develops a cancer of the urethra and thus creates the 
question as to its duration. 

The urethral caruncle has been given a prominent 
role by most texts as a cause of urethral pain. In our 
experience we find so often that these lesions are not 
painful until the patient discovers the abnormality. 
Also, the caruncle is in itself not painful, but upon 
inspection of the urethra there is found evidence of 
chronic the 
symptoms and the caruncle plays but a secondary 
role. A urethral caruncle is actually no more than a 
collection of blood vessels which protrude from the 


urethritis which accounts for urinary 


urethral meatus; in a sense a urethral hemorrhoid. 

The treatment consists in the excision of the car- 
uncle and it is particularly important that it be excised 
in its entirety to prevent recurrence. We prefer to 
excise the caruncle and thoroughly fulgurate the base. 
Here again we believe it wise to submit the tissue for 
histological study for on occasion the most benign 
caruncle may be found to be undergoing malignant 
change. We have found such transformations on two 
occasions. 

Diverticula of the urethra are not nearly as un- 
common as one is usually led to believe. They occur 
most often in multiparous women, but we have found 
them in several nuliparous patients. The diverticulum 
most often, if producing symptoms, is infected and 
may be the source of a chronic urethritis, but in our 
experience the most common complaint is that of a 
suddenly developing dysparenunia. Many times the 
diagnosis can be made endoscopically by seeing the 
opening of the diverticulum and confirming this with 
a urethrogram. Not infrequently the opening of the 
diverticulum is so small that endoscopy and urethro- 
graphy are of no avail. It is seldom that the tender 
urethral mass cannot be felt vaginally, usually in the 
most proximal portion of the urethra. The retained 
products within the diverticulum can be seen oozing 
from the urethral meatus when the diverticulum is 
compressed by the examining finger. 

The only successful treatment of a urethral diverticu- 
lum is surgical excision. The possibility of multiplicity 
of these lesions must be remembered at the time of 
surgery. 

Incontinence of urine is a relatively common symp- 
tom among women and varies primarily in degree and 
cause. The most common cause is urine leakage from 
the bladder occasioned by the decreased bladder 
capacity due to infection or intrinsic disease of the 
bladder wall. This is not incontinence, but rather an 
urgency which unattended results in a spillage of 
urine from the bladder before the patient can find 
relief. Neurological causes for incontinence are due. 
in large part, to bladder atonia with an overflow of 
urine and are associated with such diseases as perni- 
cous anemia, tabes dorsalis, diabetes mellitus, tran- 
section of the spinal cord, arteriosclerotic changes in 
the spinal cord, syringomyelia, etc. Then too we have 
conditions in which urine leakage is constant and due 
to an anomalous embryological development such as 
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the ectopic ureter which may empty into the vagina 
or anywhere distal to the internal vesical sphincter. 
We have seen two such patients, one child and an 
adult, in which the ureteral meatus of a duplicated 
kidney was located posterior to the urethral meatus. 

In true stress incontinence there is present an 
entirely different mechanism and it is encouraging that 
we can now give these patients complete relief. The 
cause is a herniation of the bladder neck through the 
normal opening in the pubo-coccygeus portion of the 
levator ani muscles during periods of sudden _ in- 
creased intra-abdominal pressure; iec., laughing, cough- 
ing, sneezing, lifting, etc. Correction of this condition 
depends upon prevention of the vesical neck from 
sliding through the muscle defect. Numerous opera- 
tions have been described to accomplish this goal, but 
the important factor is that the diagnosis of true stress 
incontinence be accurately established. The failures 
attributed to surgery in the past have been due prin- 
cipally to faulty diagnosis. 

The causes of urinary retention in women include 
the usual neurological causes, but in addition there are 
several limited only to women. In pregnancy wherein 
a retroflexed and retroverted uterus does not ascend 
out of the bony pelvis it can impact in the hollow of 
the the 
urethra against the pubis to the point of urethral 
occlusion. Again, in the girl who passes through the 


sacrum and as uterus enlarges compress 


usual age of puberty without menstruating there may 
develop, because of an imperforate hymen, a hema- 
tocolpos with compression of the urethra as the vagina 
distends with menstrual blood. 


A urethral stricture of sufficient degree to cause 
urinary retention occurs occasionally. The use of the 
ordinary Phillip’s filiform and catheter 
quickly solves this problem. The urethra is a straight 
structure in the female so that 


follower 


its dilatation is not 
nearly so difficult as in the male. 

A rare condition that we have seen on several oc- 
casions is that of bladder neck hyperplasia in which 
there develops an actual thickening which is compar- 
able to prostatic hyperplasia in the male. These pa- 
tients have symptoms of urinary difficulty over a per- 
iod of time with nocturia and may develop complete 
retention of urine. Unfortunately here again, we find 
an individual with a normal urine and rather unusual 
symptoms so that they often travel from one physician 
to another and are labeled as neurotics and the diag- 
nosis becomes less evident because of an established 
prejudice. 

The treatment of hyperplasia of the bladder neck 
is transurethral resection of the obstructing tissue. 


Summary 


the conditions 


women, less stone and infection, have been briefly 


Some of urological occuring in 
discussed. This paper has not been prepared as either 
a diagnostic or therapeutic treatise, but rather to 
give you a glimpse of the over all subjective picture 
of female urology for purposes of emphasis and re- 
view. 
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True Hermaphroditism With Report Of A Case* 


Witiiam C, Cantey, M. D. 
Columbia, S. C. 


True hermaphrodites are individuals having gonads 
and external genitalia of both sexes either separate or 
in varying proportions, and in a classic sense2 should 
be able to fertilize a female, be fertilized by a male, 
and fertilize themselves. The term pseudo-herma- 
phrodite indicates that the person has gonads of one 
sex and is bisexual in the secondary sex structures. 

As far as can be determined the case to be reported 
is the 51st true hermaphrodite to be recorded and is 
classified as the lateral or alternating type having an 
ovary and a testis. This is probably the 14th case in 
this group. 

Hinman' has classified true hermaphroditism into 
three types. The BILATERAL group has an ovary or 
testis on either side, either separate or united as an 
ovotestis. The UNILATERAL type has a testis or 
ovary, either separate or united on one side with either 
a testis or ovary on the other side. The LATERAL or 
alternating has a testis on one side and an ovary on 
the other. Yet there are several cases recorded of an 
undetermined type. Ferguson'6 has reported one 
case with a testis attached to an ovary on both sides 
and he calls this a double bilateral type and it is prob- 
ably the only one of its kind recorded. The case of 
deMoura and Basto12 produced ovules and sperm and 
this is likely the only case of its kind. 

Ellis® states that most hermaphrodites and pseudo- 
hermaphrodites are heterosexual. The environmental 
factors are often more important than the sex of the 
gonads in the development’ of the sex desires and 
emotions. In young people the genetic sex should be 
determined as soon as possible and any future medical 
or surgical care planned. The portions of the external 
genitalia which would interfere with the raising of a 
child according to its genetic sex, should be corrected 
at once. Reconstructive surgery should be delayed 
until puberty. Adult patients are happier and better 
adjusted if the reconstructive procedures are in keep- 
ing with their psychological sex completely disregard- 
ing the genetic sex. The problem in these adults is to 
alter the malformation in such a manner that they may 
assume their place in the society to which they are 
psychologically conditioned. 

Hermaphrodites usually produce estrogens and 
androgens in normal or subnormal proportions. These 
hormones should be given as a supplement in young 
people but in the older group their use is of question- 
able value. 


Case Report 


A. M., a colored person, age 34 was first seen on 
November 2, 1949. He had been examined many times 
by numerous doctors and finally Dr. J. J. Alion be- 
friended him and referred him to me. 


*Presented at Annual Meeting, S. C. M. A., May, 1953. 


It seems that he first became aware of his physical 
abnormality while in grammar school but did not 
realize the implications until he was nineteen. He was 
raised as a girl and went with a boy at age thirteen, 
the year he began menstruating. After his mother died, 
he began to wear pants and at twenty-one went with 
women. His seven brothers, one sister and parents 
were all normal. 

At age 30, he was married to a woman and says he 
has normal sexual relations about every ten to four- 
teen days. His orgasms are “both ways” (i.e. through 
the clitoris and vagina) and he says he is compatible 
with his wife. She has never been pregnant. 

His chief complaint was dysmenorrhea and _ right 
lower quadrant, abdominal pain. The dysmenorrhea 
had increased in the last few years and he was in- 
capacitated for several days every month. There were 
many other vague complaints of varying kinds and 
descriptions. His abdomen hurt all the time, was 
worse with menstruation, and especially in his right 
side. It was constant, had no radiation and was poorly 
localized. His menstrual cycle was essentially regular 
and his primary dysmenorrhea became increasingly 
severe. The menstrual flow was scanty in amount and 
usually lasted from three to five days. Because of his 
known physical state, he was often mocked and 
ridiculed. This also prevented him from doing heavy 
manual labor and he usually worked as a bus boy in 
a restaurant or at other menial tasks. At this time he 
was selling lottery numbers, an occupation which soon 
gave him a jail term. 

Examination showed a person of medium build with 
female sex characteristics including his soft skin, his 
voice, long slender hands and fingers, no facial hair 
and typical female hips. The breasts were pendulous 
and those of a multipara. There was indefinite right 
lower quadrant tenderness with some minimal muscle 
guarding but other than this the abdominal examina- 
tion was without note. 


There was female distribution of the pubic hair and 
the clitoris was about 5 cms. long and 1% cms. in 
diameter and without a meatus. It resembled the 
normal circumcised male phallus. There was marked 
redundancy of the right labia majora and within this 
normal appearing scrotum was a freely movable mass 
which was about the size of a normal testicle. The 
left labia was normal. Beneath the phallus was a small 
vagina and at its top a normal vaginal urethra. I was 
not sure about the prostate but thought it to be absent. 
Rectally, the uterus could be felt and it along with the 
left ovary appeared normal. 

Operation was advised with the thought in mind 
of determining exactly what pelvic viscera he had 
and also to determine the cause of his abdominal 
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FIGURE I 


True Hermaphrodite. Note the genetic female features. The right labia contains a hydrocele and testicle. 
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FIGURE II 


Close-up of the right labia and clitoris. The scar of the testicle biopsy is seen. Note the phallus which appears 


to be a normal circun 


complaints. He disappeared until March 14th, 1950 
and by promising the moon and guaranteeing more, 
he was finally admitted to the hospital. Not knowing 
how long he would last, we took some rapid pictures, 
made the essential laboratory studies and operation 
was done the next day. 

The vagina was explored and would admit only a 
small ureteral catheter. The urethra was normal. The 
right labia majora was incised over the palpable mass 
and a sac entered. The mass appeared to be a some- 
what smaller than normal testicle in a hydrocele. 
There was a semblance of an epididymis and a nor- 


ized penis with a cleft at the location of the urethra. 


mal cord which ran toward the right 
inguinal crease. The testicle appeared entirely normal 
in its lower half but the upper half felt firm and 
fibrotic. A wedge biopsy was taken from the lower 


half and the defect closed. There was no attempt 


appearing 


made to correct the hydrocele and this has persisted. 


» abdomen was opened through a midline in- 
cision and it was normal except for the pelvis. The 
bicornuate uterus was about 4 x 5 x 6 cms. in size 
and was lying on its left cornu with the right cornu 
against the left anterior abdominal wall. It appeared 
normal entirely except for the absence of the right 
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FIGURE III 


The right labia has been retracted upward and the left labia is visualized as normal. The vaginal canal is 
barely visible at the point of the lower arrow. It will admit a small probe only. The urethra shown by the 
upper arrow is normal. 


tube and ovary. The right round ligament was pres- 
ent but small. The left tube and ovary were normal in 
every respect and a corpus luteum was present. 

In spite of the fact that we felt that this patient was 
genetically a female, he was 34 years old, married to 
a woman, living normally with her and we thought it 
proper to improve this relationship as much as pos- 


sible by removing his female organs. Consequently, a 
left salpingo-oophorectomy and complete hysterectomy 
was done. The cervix was long and only about four 
mms. in diameter. The right round ligament entered 
the canal of Nuck normally and there was no evidence 
of a spermatic cord or seminal vesicles. The patient 
made a rapid immediate recovery and left the hospital 











July, 1953 


without permission on the third postoperative day 
because of the verbal licking he had to take while in 
the ward. When seen to have his sutures removed, he 
had improved tremendously and said he felt better 
than he could ever remember. He disappeared again 
and next turned up in jail for his lottery interests. I 
have periodically seen this man in my office with his 
hydrocele and have advised him to have it corrected 
and his breasts amputated after this report. He is the 
only patient I have who comes to my office without 
an appointment, gets seen immediately, his hydrocele 
tapped, given a dollar and sent on his way! At the 
moment he is again serving a sentence and I am sure 
it is related to his physical abnormality. His breasts 
have not changed and in fact, he has retained all of 
his female characteristics except the abdominal pains 
and dysmenorrhea. A recent examination of his urine 
showed the 17-keto-steroids per 24 hour period to be 
10.67 mgms. A vaginal smear showed normal vaginal 
epithelium. 

The pathological examinations made by Dr. H. H. 
Plowden were as follows: 

“Received a somewhat deformed uterus with a 
tube and ovary attached to one side and with an 
elongated, thinned out, tough, tube-like cervical 
portion. Exploration of the uterine cavity revealed 
that it was bicornuati in shape. The muscle walls 
were of normal consistency and general appearance 
while the endometrial surface was pale gray in color 
and approximately normal in thickness. This uterus 
from side to side measured 5% cms. in width, 3% 
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cms. in thickness, and 7% ems. in length, from fundus 
to tip of the cervix. The cervical portion was rounded, 
tough and tube-like with a lumen which was barely 
of sufficient size to admit a simple wooden applicator. 
The tube appeared to be normal. Its lumen was intact 
and patent. The ovary was irregularly almond in shape 
and measured 4 cms. in length and 2% cms. in thick- 
ness. The outer surface of the ovary was white in 
color and appeared thickened and fibrous. Beneath 
this covering there were several small cysts filled with 
clear fluid and measured slightly under % cm. in 
diameter. At least two bright, yellowish colored cystic 
luteal bodies were easily recognized in the tissue. 

“Microscopic sections of the uterine muscle wall re- 
veal that it is, in fact, uterine myometrium. The endo- 
metrial surface is present, intact, normal in appearance 
and easily identified as the true endometrial lining of 
the uterine cavity. Sections of the tissue identified as 
ovary show that it is, in fact, true ovarian tissue, in 
which graafian follicles and luteal bodies can 
definitely be identified as such. There are also a num- 
ber of corpora albicans. 

“Sections made cross-wise: The tube-like cervical 
portion shows that the canal is lined by true endo- 
cervical mucosa. Sections of the fallopian tube show 
the normal mucosal lining. 

“Also received was a small fragment of brownish 
colored tissue removed from the labia for identification. 

“Microscopic sections of this tissue reveal a glandu- 
lar structure in which is an enormous amount of 
fibrosis. These gland tubules are _ identified as 
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FIGURE IV 


Sections from labial tumor. Note the abundance of interstitial fibrosis and small numbers and atrophic ap- 


pearance of seminiferous tubules. Sertoli cells are small in size. Evidence of spermatogenesis absent. A few 


Leydig cells scattered here and there. 
































»* 
~# 
~* 
ry 
Ce 


riviv 
—s +s = 








THe JourRNAL OF THE SOUTH CAROLINA MEDICAL ASSOCIATION July, 1953 








ws 


a? Ae» 


































. ‘ “4 . ; , ae ‘ 
BON nn ae Mee 
FIGURE V 
This slide of ovarian tissue shows a rather fibrous type stroma in which no definite Graafian follicles can be 
seen. There is present, however, a fairly well defined corpus luteum, the margins of which are not too sharply 
cut. The presence of this corpus demonstrates that ovulation has occurred and that some follicles must be 
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Arteriosclerosis* 


E. WALTER Masters, M. D. 
Columbia, S. C. 


The problem of aging has always plagued mankind. 
In reality, all of our problems of aging may well be 
attributed to blood vessel breakdown. Up until recent 
years many of these problems have been considered 
an inevitable consequence of aging. However, many 
studies of recent date have shown that these changes 
may be able to be delayed, prevented, and in some 
instances improved. The purpose of this paper is to 
discuss some of the experimental work, sociological 
and clinical studies, and to try to tie them together in 
a reasonable coherent method of approaching the 
problem. The lesion of particular importance in this 
discussion is that phase of arteriosclerosis which is 
termed atherosclerosis. This is the lesion which in- 
volves the intimal coat of the affected artery which 
frequently proceeds on to occlusion with damage to 
the myocardium or cerebral tissue. This is in contrast 
to the larger arteries in which the arteriosclerotic 
lesion is primary a calcinosis of its medial coat with 
little or no marrowing of the arterial lumen. 

The pathology of atherosclerosis as pictured by 
Duff and his associates at McGill University, is out- 
lined as follows: 

(a) A change in the imtima of arteries that is 
characterized by focal thickenings of the in- 
tima. 

(b) Stainable lipids can readily be demonstrated 
in and between the cellular elements. 


(c) The larger lesions show, at one extreme, an 
almost exclusively fibrous composition with 
only minimal quantities of lipid accumulation 
of massive proportions with extensive necrosis 
of the central parts of the lesions commonly 
culminating in disruption of the intimal lining. 

(d) The term “atheroma” refers to the arterio- 
sclerotic lesion of which the center is necrotic 
and occupied by a gumous mixture of lipid 
material and tissue debris. 

(e) The accumulation of lipids in the intima prob- 
ably is the result of a preponderance of general 
and local factors favoring the deposit of lipids 
in the intima over those favoring mobilization. 

On the basis of these pathologic findings, investiga- 

tors became interested in the role of cholesterol meta- 
bolism in the genesis of arteriosclerosis. The most 
interesting chemical difference between normal and 
arteriosclerotic aortae are: 

(1) Higher content of cholesterol esters in the 
arteriosclerotic aortae. 

(2) The higher content of saturated sterols as 
compared to total cholesterol. 

Peck, McGill, and Holman pointed out that the 

plasma cholesterol may be influenced by a number of 
factors. 


*Read before anual session, S. C. M. A., May, 1953. 


(1) Diet (both the cholesterol and total fat con- 
tent. ) 

(2) Age 

(3) Thyroid Status 

(4) Diabetes 

(5) Lipoid Nephrosis 

(6) Hypercholesteremia and familial xanthomato- 
sis 


~ 


(7 
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Severe hepatic insufficiency 


The following table (Fig. 1) shows the relationship 
of diet to the cholesterol level from Morrison. 


Serun, 
3 yrs. of 23 grs. Total serum Total serum Serum neu- Phospho- 
fat intake lipids cholesterol tral fats lipids 
Before dieting 840 312 236 292 
After dieting 571 220 120 231 
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Serum cholesterol levels below the age of 25 are 
identical in both males and females. Beyond 30 years, 
both males and females show progressive and steady 
increases in serum cholesterol with age, although the 
female remains lower than the male at least to the 
age of 60. 

The thyroid gland is an important regulator of 
plasma cholesterol level. It has been shown in thyroid- 
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ectomized animals that there is no increase in total 
body content of cholesterol, although the serum 
cholesterol may be increased five-fold. It would appear 
that the thyroid is more involved in distribution rather 
than with synthesis and utilization. The use of the 
thyroid hormone influences the serum lipid, yet it also 
increases the metabolic activity of tissues including 
the aorta, with possible increase in the disease of the 
aorta. This does not mean that the thyroid hormone 
is not useful in controlling atherosclerosis. It simply 
means that other actions of the hormone must be kept 
in mind. 


The use of iodides have shown both beneficial and 
detrimental effects. In doses generally used, experi- 
mentally no results were obtained. 


Aldersburg studied the inborn errors of lipid 
metabolism and found some of the following facts: In 
primary xanthomatosis, cholesterol is deposited in 
large quantities in various tissues of the body. Clinic- 
ally it is manifested by xanthelasma, xanthoma tubero- 
sum of the skin, xanthoma tendiosum, and infiltration 
of the endocardium arterial intima. This is different 
from secondary lipodosis which may been seen in un- 
controlled diabetes and prolonged biliary obstruction. 


Aldersburg in his studies felt that hypercholesteremia 
represents the heterozygous abnormal state while 
xanthomatosis represents the homoszygous state. The 
association of xanthomatosis with atherosclerosis and 
myocardial infarction is of great clinical importance. 
It was his opinion that severe xanthomatosis repre- 
sented the severe form of the inherited disturbance 
while patients exhibiting only coronary disease in the 
unselected group represents the milder form of the 
same disturbance. 


A study of families with hereditary hyper- 
cholesteremia showed that approximately one-third 
showed both hypercholesteremia and hyperuricemia. 
Gertler in his group studied the relationship of serum 
uric acid to coronary heart disease. In his opinion 
high serum uric acid may be associated with athero- 
sclerosis. 


Plasma lipids arise from the liver, but recent studies 
have shown that most tissues can synthesize fatty 
acids. 


Peck and his associates studied the content of 
atheromatous aortae and concluded that the relation- 
ship between cholesterol and phospho-lipid might be 
more important than the total cholesterol value in de- 
termining whether atheromatous changes will occur. 
However, Jackson and Wilkinson concluded that the 
ratio was of no more value than the total cholesterol 
itself. 


Gofman and his co-workers have been interested 
in studying the relationship of blood lipo-proteins and 
atherosclerosis. They have pointed out that blood 
lipids are actually only portions of large molecules 
called lipo-proteins. They studied these components 
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in the ultra-centrifuge. They found that they could be 
separated from one another by their density and flota- 
tion rates in the ultra-centrifuge. They have de- 
veloped certain rates which are called SF (Svedbergs 
of flotation ). 


By this method they found that in one composite 
class SF 10-30 class, there was a definite relationship 
to atherosclerosis in the higher concentration of such 
molecules. 


Gofman showed that there was increase in SF 
(10-20) molecules in patients with myxedema. He 
also showed that the level could be lowered by treat- 
ment with thyroid extract. In euthyroid patients small 
doses of thyroid also lowered the level. 


Males of the same age (31-40 years) as a matched 
series with females show a significantly higher eleva- 
tion of SF (10-20) lipo-proteins than the female. They 
also found that the levels of SF (10-20) molecules 
are much higher in those who do not survive the 
episode of myocardial infarction as compared to those 
who do survive. Dietary restriction of fat and chol- 
esterol intake will decrease the number of SF 12-20 
lipo-proteins molecules. This also gives significant pro- 
tection against further myocardial infarctions. The 
only pharmacologic agent which rapidly shifts the 
lipo-protein pattern in the direction of normality is 
parenteral heparin. This has recently been used in the 
treatment of angina pectoris. 


Dock pointed out some of the following clinical 
implications. Arteriosclerotic accidents to the coronary 
circulation begin at an age when myocardial function 
is sound, and in this group they rarely cause failure. 
At older ages, however, the net effect of coronary dis- 
ease and of myocardial involution is a steady rise in 
the incidence of heart failure with coronary athero- 
sclerosis. 


Arteriosclerotic accidents in the brain are infrequent 
prior to the age at which disseminated cortical atrophy 
and an involutional loss of neurones, usually begin to 
reduce mental acuity and memory. In nearly all cases 
in which personality changes follow cerebro-vascular 
accidents, involutional change is an important factor 
in reducing ability to resist injury. In some elderly 
subjects this is further complicated by inadequate 
supply of water soluble vitamins, including B12 so 
that one cannot assume that all deterioration is due 
to arteriosclerosis. Many times these other changes 
which cause mental deterioration can be helped by 
proper therapy. 


The relationship of diet to atherosclerosis and the 
effect of lipotropic agents have been studied and 
analyzed by Davidson and Morrison. Statistical sur- 
veys of various segments of the population indicate 
that there is a higher incidence of arteriosclerosis in 
those groups whose diet is inherently richer in fats 
and cholesterol than in groups whose diet is poor in 
fat and cholesterol. This is well shown in the graph— 


Fig. IT. 
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The great disadvantage in a low cholesterol diet is 
in its relative unpalatability since a low cholesterol 
diet omits butter, cream, whole milk and milk prod- 
ucts, eggs, and pork. It is very difficult to follow such 
a diet, but it may be important as I shall point out 
later. 


In general the use of lipotropic agents, such as 
choline and inositol have shown little or no ap- 
preciable effect on atherosclerosis or on the serum 
cholesterol level in man. 


There is presumptive evidence that estrogenic sub- 
stances may inhibit the development of athero- 
sclerosis. This has been deduced from the fact that 
up until the age of the menopause, the female has 
much less atherosclerosis and lower concentration of 
SF 10-20 molecules. However, after she loses her 
estrogenic substances, she then catches up with the 
male so that at the age of about 60 they are about 
equal. In studies on cholesterol fed chicks, it has been 
demonstrated that atherosclerosis of coronary arteries 
can be inhibited by estrogen. On this basis it would 
appear that it would be better to carry most meno- 
pausal women on small doses of estrogen rather than 
to get them to do without it. There is also some evi- 
dence that multiple vitamin deficiencies may enter the 
picture. Poor general nutrition is also a factor. 


From the foregoing discussion, it may be seen that 
from our knowledge to-date, many factors enter into 
the development of atherosclerosis. Many cannot be 
modified. Some can be altered in part. 


From a practical standpoint, a combined program 
of therapy would be justified. The best therapeutic 
results in a given case might be obtained in the 
following manner. A careful history of parents, grand- 
parents, and siblings. This would be followed by a 
bio-chemical analysis of the patient’s serum, endo- 
crine studies and complete evaluation of the nutri- 
tional status. 


After this the patient should be followed until he 
achieves an optimum weight. This should be ac- 
complished by a low caloric diet, relatively low in 
cholesterol. All vitamins should be supplied. If the pa- 
tient has had a cerebral thrombosis or a coronary 
thrombosis, he should be given heparin 100 mg. intra- 
venously twice a week as long as he has symptoms of 
tissue anoxemia, such as angina pectoris. If the pa- 
tient is hypo-thyroidic or euthyroidic, he should be 
given thyroid. Since methods of studying lipo-proteins 
in serum are not readily available in many areas, other 
studies and clinical evaluation must be relied upon 
until these are available to everyone. 


The most important single feature in treating this 
condition is one of prevention. For instance, it is only 
a very exceptional case of peptic ulcer that will not 
do as well on skimmed milk as milk and cream and 
therapy greatly decrease the intake of cholesterol with- 
out any drastic change in diet. It is the responsibility 
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of every physician to analyze every patient in terms 
of arterial status, for every adult who does not die of 
cancer or accident is not likely to die of vascular dis- 
ease. It is important to make a complete survey of 
every adult patient, young or old, with the idea of 
preventing arterial degeneration. 


SUMMARY AND CONCLUSION: 
1. A rather complicated subject of arterial degenera- 


tion, about which there are constantly changing 
ideas, are discussed. 


bo 


. There are many things which are known about the 
genesis of atherosclerosis, but much yet remains to 
be learned. 


3. A physician can do much to prevent this condition. 


4. Every adult patient is a challenge to every physician 
whom he consults to help the patient prevent this 
condition. 
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WHERE TO GO? 

This is the time of year for vacations and we would 
like to present three reasons which we think sufficient 
to cause every physician to take a week or two away 
from his practice. 

First, he owes it to himself. It is a well known fact 
that a machine will last longer and be more efficient 
if there are periods of idleness. How much truer this 
is of the human body and mind. The day in and day 
out work of a doctor is taxing—it taxes the physical 
body, it taxes 
processes. The one factor of the telephone alone with 


the emotions, it taxes the intellectual 


its incessant demands is enough to make one long for 
a change. To get away from his practice for a week or 
two, to find a complete change of environment, to let 
his mind and his feelings rest—this the physician 
owes to himself. 

The doctor also owes it to his family to take a vaca- 
tion. As we have seen them, physicians are family men. 
They love their wives and children and enjoy being 
with them. But the demands of medical practice make 
it difficult for him to be with them and to cultivate 
family life. A vacation with the family affords the op- 
portunity of renewing family ties and of building a 
new appreciation of those one holds most dear. 

Finally, a physician owes it to his patients to leave 
for a period of rest and relaxation. He will come back 
clearer in mind and better able to give them the best 
care of which he is capable. 

That the physician should take a vacation—of this 
we are convinced. The question of where to go is, of 
course, left up to him. Shall it be to the mountains, 
to the beach, or on a trip through the country? We 
cannot say. If he is in doubt, his wife will be glad to 
make his choice for him. 





ROUNDUP STORY ON HOUSE OF 
DELEGATES 
AMERICAN MEDICAL ASSOCIATION 
102nd ANNUAL SESSION 
JUNE 1-5, 1953 
NEW YORK CITY 
The House of Delegates of the American Medical 
Association, in session at the Waldorf-Astoria Hotel 
during the 102nd Annual Meeting of the A. M. A. in 


New York City, took 
veterans’ 


important policy actions on 


medical care, medical ethics, osteopathy, 
intern training and a wide variety of subjects ranging 
from medical education to public relations. 


The Walter B. Martin of 
Norfolk, Virginia, as president-elect of the American 


House also named Dr. 


Medical Association for the coming vear. Dr. Martin 
will become president at the June, 1954 meeting in 
San Francisco, succeeding Dr. Edward J. McCormick 
of Toledo, Ohio, who took office at a special inaugural 
session of the House of Delegates in the Hotel Com- 
modore during the New York meeting. 

The New York meeting was the largest ever held in 
the history of the American Medical Assiciation, with 
the final figures on total attendance expected to reach 
or surpass 40,000, including nearly 18,000 physicians. 

Giving unanimous approval to a recommendation 
from its Reference Committee on Insurance and Medi- 
cal Service, submitted as a substitute for eight differ- 
ent resolutions concerning the treatment of non-serv- 
ice-connected disabilities by the Veterans Administra- 
tion, the House adopted the policy that such treatment 
should be discontinued except in cases involving 
tuberculosis or psychiatric or neurological disorders. 

In taking this action, the House reaffirmed and 
adopted the following recommendations originally 
presented at the Denver Meeting last December by 
the Special Committee on Federal Medical Services: 

“Your Committee recommends with respect to the 
provision of medical care and hospitalization benefits 
for veterans in Veterans Administration and other fed- 
eral hospitals that new legislation be enacted limiting 
such care to the following two categories: 

“(a) Veterans with peacetime or wartime service 
whose disabilities or diseases are service-incurred or 
aggravated, and 

“(b) Within the limits of existing facilities to vet- 
erans with wartime service suffering from tuberculosis 
or psychiatric or neurological disorders of non-service 
connected origin, who are unable to defray the ex- 
penses of necessary hospitalization. 

“Your Committee recommends that the provision of 
medical Veterans Ad- 
ministration hospitals for the remaining groups of vet- 
erans with non-service connected disabilities be dis- 
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continued and that the responsibility for the care of 
such veterans revert to the individual and the com- 
munity, where it rightfully belongs.” 

The reference committee report adopted by the 
House expressed complete accord with the present 
program of hospital and medical care for veterans 
with service-connected. disabilities, and also included 
this statement: 

“It is the belief of your committee that the medical 
profession must concern itself, not with the numbers 
of ‘chiselers’ in Veterans Administration hospitals nor 
with the efficacy of the Veterans Administration in the 
administration of enabling legislation, but rather with 
the broad question of whether such legislation is sound, 
whether the federal government should continue to 
engage in a gigantic medical care program in competi- 
tion with private medical institutions and whether the 
ever-increasing cost of such a program is a proper 
burden to impose on the taxpayers of the country. A 
consideration of this problem must of course be 
predicated upon a concern for the health of the entire 
population and not just a particular segment.” 

Eleven resolutions dealing with publicity regarding 
unethical conduct of physicians were brought before 
the House as a result of recent newspaper and maga- 
zine articles reporting statements attributed to an 
official spokesman of an allied medical organization. 
The House adopted a committee report which recom- 
mended no action on the eleven resolutions but which 
reaffirmed the supremacy of the A. M. A. code of 
ethics and urged that the Judicial Council study sug- 
gested revisions concerning methods of billing. 


“The Principles of Medical Ethics as formulated, 
interpreted and applied by the American Medical 
Association must be considered the only fundamental 
and controlling application of ethics for the entire pro- 
fession,” the reference committee report said. “Any 
statement relating to ethical matters by other organiza- 
tions within the general profession of medicine ad- 
vances views of only a particular group and is without 
official sanction of the entire profession as represented 
by the American Medical Association.” 


Condemning generalized statements regarding the 
ethics of physicians, the report went on to say: 


“Your reference committee believes that the harm 
done to the public and to the profession by the current 
articles which lower the confidence patients have in 
their doctors cannot be objectively evaluated, This 
highlights the fact that, when individuals or groups 
without official status in the American Medical Asso- 
ciation utter or publish ill-considered statements, the 
result too often is that the confidence of the public in 
the medical profession is placed in jeopardy. 


“The reference committee believes that the members 
of the House of Delegates have demonstrated their de- 
votion over the years to the principles of American 
democracy. This devotion includes the right of free 
speech. With this, the 
qualifiedly. 


Committee agrees un- 
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“Broad generalizations, ill-advised and poorly pre- 
pared statements that often fail to convey the intended 
meaning are most unfortunate and are to be deplored. 
Destructive critical comments serve no useful purpose. 
Your committee has the utmost confidence that the 
great majority of our members are entirely capable of 
avoiding these pitfalls without additional advice from 
this committee.” 

The report also urged that the American Medical 
Association continue to inform its members and the 
public of its stand on matters pertaining to abuses and 
evils in the practice of medicine. 

Most controversial issue brought before the House 
at the New York meeting proved to be the question 
of immediate deferred action on the report of the 
Committee for the Study of Relations Between 
Osteopathy and Medicine. The House, after two hours 
of vigorous, spirited debate, adopted the majority re- 
port of the Reference Committee on Miscellaneous 
Business, thereby postponing action until the June, 
1954, meeting and allowing further study by the 
delegates and the state associations. 

The recommendations of the Committee for the 
Study of Relations Between Osteopathy and Medicine 
were as follows: 

“1. That the House of Delegates declare that so 
little of the original concept of osteopathy remains that 
it does not classify medicine as currently taught in 
schools of osteopathy as the teaching of ‘cultist’ heal- 
ing. 

“2. That the House of Delegates state that pursuant 
to the objectives and responsibilities of the American 
Medical Association which are to improve the health 
and medical care of the American people, it is the 
policy of the Association to encourage improvement 
in the undergraduate and postgraduate education of 
doctors of osteopathy. 

“3. That the House of Delegates declare that the 
relationship of doctors of medicine to doctors of 
osteopathy is a matter for determination by the state 
medical associations of the several states and that the 
state associations be requested to accept this re- 
sponsibility. 

“4. That the Committee for the Study of Relations 
Between Osteopathy and Medicine or a similar com- 
mittee be established as a continuing body.” 

A minority report of the reference committee urged 
approval and adoption of those recommendations at 
the New York meeting. The majority report, which 
ultimately won out, included the following recom- 
mendations by the Board of Trustees: 


“Because of the length of the report and the con- 
troversial nature of the subject, the Board feels that 
the House should have adequate time for its study 
and that the state associations should have opportunity 
to express their opinions. 

“Therefore, it is recommended that the Committee 
be continued but that action on the report be deferred 
until the June, 1954, session. It is suggested that at 
that time the House be prepared to answer the follow- 
ing questions: 


we ee eee ee 
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“1. Should 


‘cultist’ healing?” 


modern osteopathy be classified as 
“2. Since the objectives of the American Medical 


Association include improvement in undergraduate 
and postgraduate education, should doctors of medicine 
teach in osteopathic schools? 

“3. Should the relationship of doctors of medicine 
to doctors of osteopathy be a matter for determination 
by the several state associations?” 

Five resolutions came before the House with regard 
to the Essentials of an Approved Internship, which 
were adopted at the December, 1952 meeting. The 
Reference Committee on Medical Education and Hos- 
pitals recommended a substitute resolution which was 
adopted by the House after considerable discussion. 
The action abolishes the rule whereby approval may 
be withdrawn from an internship program which for 
two consecutive years fails to obtain at least two-thirds 
of its slated complement of interns. The resolution 
also calls for further study of the Essentials by a com- 
mittee appointed by the Speaker of the House, at 
least half of whom are doctors in private practice not 
connected with medical schools or affiliated hospitals. 


Among the many other actions taken, the House 
reaffirmed its endorsement of the principles embodied 
in Senate Joint Resolution No. 1 concerning inter- 
national treaties or agreements which interfere with 
domestic laws or rights, and it approved a resolution 
deploring a derogatory article about the American 
Medical Association which appeared recently in the 
Life The latter 
referred to the Board of Trustees for implementation. 


Home Magazine. resolution was 

Highlights of the opening day session of the House 
were addresses by Dr. Louis H. Bauer, who delivered 
his term-end report as retiring president; Dr. Edward 
J. McCormick, who spoke on that day as president- 
elect, and Mrs. Oveta Culp Hobby, United States 
Secretary of Health, Welfare, and 
selection of the 1953 Distinguished 
Service Award. 


Education and 


of the 


winner 


Dr. Bauer, referring to charges of unethical practices 
among some doctors, declared that all members of the 
medical profession “should not be the 
same stick.” 


tarred with 

Dr. McCormick outlined a nine-point program for 
further improvement in the nation’s medical care and 
expressed the hope that “their further development 
will solve many of medicine’s problems and eliminate 
much of the criticism to which we are subjected. 

Mrs. Hobby told the delegates that the present ad- 
ministration in Washington is looking with confidence 
to the nation’s physicians for leadership in meeting 
the challenge of modern medical care problems. 

The 1953 distinguished Service Award was voted 
to Dr. Alfred Blalock of Baltimore for his outstanding 
work in vascular surgery and his part in the develop- 
ment of the so-called “blue baby” operation. Dr. Bla- 
lock, chief surgeon at Johns Hopkins Hospital and 
professor of surgery at Johns 


Hopkins University 


School of Medicine, received the award during cere- 
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preceeding the presidential 


Thursday night, June 2. 


monies inauguration 

In addition to the selection of Dr. Martin as presi- 
dent-elect the House also elected Dr. Carl H. Gellen- 
thien of Valmora, New Mexico, to the office of vice 
president. He succeeds Dr. Leo F. Schiff of Platts- 
burgh, New York. ‘ 

Re-elected to office were: 

Dr. George F. Lull, Chicago, secretary and general 
manager; Dr. J. J. Moore, Chicago, treasurer; Dr. 
James R. Reuling, Bayside, New York, speaker of the 
House of Delegates; Dr. E. Vincent Askey, 
Angeles, vice speaker of the House; Dr. Edwin S. 
Hamilton, Kankakee, Illinois, and Dr. Gunnar Gunder- 
sen, LaCrosse, Wisconsin, as member of the Board of 


Los 


Trustees. 

The House elected Dr. Julian P. Price of Florence, 
South Carolina to fill Dr. Martin’s unexpired term on 
the Board of Trustees. 





HONORS FOR SOUTH CAROLINA 
JULIAN PRICE 


AND 


As the South grows rapidly in all phases toward the 
place of great importance which it once held, South- 
ern medicine progresses at the same pace, and Southern 
doctors become more and more prominent in scientific 
matters and in the councils of medical organizations. 

For the first time in its history since its establish- 
ment in 1883, the Board of Trustees of the American 
Medical Association includes a South Carolinian. In 
that span there have been less than 100 trustees. Many 
of those elected have held their places tor long periods 
and often repeatedly. It would appear to be obvious 
that they have been men picked carefully for integrity, 
intelligence, and ability. 

The newcomer to this body, Julian Price, meets 
amply all these assumed requirements, and adds to 
them a considerable experience with the machinery of 
the American Medical has been a 
member of the House of Delegates for four years. He 
is a member of the Joint Commission for the Ac- 
creditation of Hospitals, a member of the Legislative 
Committee of the A. M. A., a member of the Advisory 
Committee to the State Journal Advertising Bureau, 
and a past-president of the Conference of Presidents 
and Other Officers of State Medical Associations. With 
his long service as secretary to our own Association 


Association. He 


and as editor of our own Journal, as well as his en- 
viable reputation as a practicing pediatrician we are 
all familiar. It would be hard to assemble a better 
background for a member of a board which controls 
in large part the destiny of the A. M. A. and its con- 
stituent societies and members. 

We believe that it will be the pleasure of the South 
Carolina Medical Association to watch with confidence 
the activities of Julian Price in his high place, and to 
offer with willingness and enthusiasm whatever sup- 
port he may ask from us. 

J. I. Waring 
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NEWS ITEMS 








Dr. Katherine MacInnes of Columbia was elected 
Secretary-Treasurer of the Southeastern Allergy Asso- 
ciation at a recent meeting in Nashville. 


Dr. Gertrude Holmes has been appointed to fill the 
unexpired term of Dr. W. H. Powe, Sr., on the City 
Board of Health of Greenville. 





Dr. Halsted Stone has returned to Chester to re- 
sume his practice of medicine after serving his tour of 
duty with the Army, one year of which was spent in 
Korea. 


Friends of Dr. Dessie Gilland will be glad to know 
that he has been discharged from the Florence- 
Darlington TB Sanitorium and has resumed his prac- 
tice of medicine in Conway. 


At a meeting of the South Carolina Society of 
Anesthesiologists the following officers were elected: 
President, Dr. John Brown, Charleston; Vice president, 
Dr. Richard Wayburn, Columbia; Secretary-Treasurer, 
Dr. George Timmons, Hartsville. 


Dr. B. Charles LaBelle, formerly of Canada, has 
joined the Finger Clinic in Marion. 

Dr. George W. Brunson has announced the opening 
of offices in Columbia for the practice of radiology. 


Dr. Rufus Bratton of Rock Hill, was elected Presi- 
dent of the South Carolina Pediatric Society at the 
annual meeting in Columbia. 





A. M. A. NEWS NOTES 


NBC-TV TO CARRY 
HEALTH SPOTS 


SERIES OF 5-MINUTE 


“M.D.”—a new five-minute television series pro- 
duced by F. William Hart in cooperation with the 
American Medical Association, will be aired beginning 
Monday, June 1, over all 45 NBC-TV network sta- 
tions. This 26-week series will be presented as a pub- 
lic service by the National Broadcasting Company 
and E. R. Squibb & Sons. Featuring valuable health 
tips from “your family physician and his county medi- 
cal society,” the program will be prese nte od as a five- 
minute portion of the Dave Garroway “Today” show 
every Monday morning at 7-9 a. m. (EDST and 
CDST. ) 


As the cooperating agency in the production of the 
series, the AMA clears all scripts, reviews the films 
and passes on all national sponsors. Whenever the 
programs are televised locally, the county medical so- 
ciety will have the right to approve local sponsors. 


PR INSTITUTE SET FOR SEPTEMBER 


Outstanding postgraduate courses in medical public 
relations. will be offered at the AMA’s second Public 
Relations Institute for all state and county PR per- 
sonnel. “Classes” will convene September 2 and 3 at 
Chicago’s Drake Hotel. 
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Topics such as medical forums presented by medical 
societies in cooperation with local newspapers and 
tips on how to conduct successful public Hn vod pro- 
grams on limited budgets will be f mentondl 5 by authori- 
ties in the field. In addition, emphasis will be placed 
on the use of television as a PR medium. Specially 
filmed shows available for use by local medical so- 
cieties will be given a preview at the Institute. 


Designed primarily for lay public relations em- 
ployees of state and county medical societies, the pro- 
gram will include both talks by PR experts and bull- 
sessions to give each registrant a chance to solve his 
special local problems. 

NEW BOOKLET FOR ALL AMA MEMBERS 

How the AMA may serve you .. . as one of its 
members . . . is the theme of a new pamphlet which 
the American Medical Association will publish this 
summer. Designed to acquaint members with the 
AMA’s many activities and services, “It’s Your AMA” 
will be mailed to every member, and, thereafter, will 
be sent to each new member of the Association. 


AMA TRANSCRIPTIONS FEATURE 
SUMMER FUN 


HEALTHY 


Everyday health problems facing the average Amer- 
ican family during the summer months form the basis 
of a new series of radio transcriptions to be released 
in July by the Bureau of Health Education. The 13- 
program series, “June, July and August,” dramatizes 
the adventures of the typical Holloway family and 
their friends . . . on the farm, in the woods, at the 
beach. With Ralph Camargo as host, the dramatic 
presentations are followed by discussions of summer 
health problems by W. W. Bauer, M.D., Bureau direc- 
tor. Subjects include: Poison Oak and Ivy; Water 
Safety; Highway Safety; Sun and Sorrow; Hay Fever; 
Summer insects; High Powered varus Baby 
Health; Summer Eating; Keep Cool; Farm Hazards; 
Air Conditioning, and Summer Clothing. The series 
is available on loan to local medical societies through 
the Bureau. 





SECOND INTERNATIONAL CONGRESS 
OF CARDIOLOGY 


The Second International Congress of Cardiology 
will be held in Washington, D. C., September 12-15, 
1954. It will be immediately followed by the Annual 
Scientific Sessions of the American Heart Association, 
September 16-18, 1954. The opening session will be 
held in the auditorium of Constitution Hall at 10:30 
A. M. on Sunday, September 12, 1954, with addresses 
of welcome. A reception will be given at the Mayflower 
Hotel at 5:00 P. M. on the same day for all Members 
of the Congress and their families. A banquet will be 
held September 15, 1954 at 7:30 P. M. 


The Scientific Sessions lasting for three days will in- 
clude formal papers, panel discussions, clinical patho- 
logical conferences and visits to important medical 
centers in Washington and Bethesda. The program 
will be printed in French, Spanish and English. Im- 
mediate translation of some of the papers and dis- 
cussions will be made in three languages, 


ee 
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IN MEMORIAM 


(As the members of our Association stood with bowed heads, the names of those listed 
below were read at the Annual Session. They were the members of our Association who had 


died within the past year. ) 


NAME ADDRESS DATE OF DEATH 
BRYSON, EDMOND J. Liberty, S. C. May 29, 1952 
HEYWARD, NATHANIEL B. Columbia, S. C. June 3, 1952 
CARRIGAN, WILLIAM A. Darlington, S. C. June 5, 1952 
REEVES, THADDEUS B. Greenville, S. C. June 5, 1952 
DENDY, W. STEELE Pelzer, S. C. June 8, 1952 
BRINKLEY, FRED Aiken, S. C. June 11, 1952 
McCULLOUGH, JOHN H. Newberry, S. C. June 28, 1952 
BEHLING, ALLEN S. St. George, S. C. July 14, 1952 
HORGER, EDGAR O. Eutawville, S.C. September 17, 1952 
HOWELL, JOHN T. Florence, S. C. September 17, 1952 
WICKLIFFE, JOHN W. West Union, S. C. September 9, 1952 
SENN, HUGH B. Newberry, S. C. October 6, 1952 
BLACK, ARTHUR L Bowman, S. C. October 19, 1952 
MICHIE, DONALD E. Marion, S. C. October 25, 1952 
POWER, JOHN R. Abbeville, 5. C. November 6, 1952 
SETTLE, ROY Inman, S. C. November 6, 1952 
MILLER, BEN N., SR. Hickory Grove, S. C. November 25, 1952 
McCOWN, BLANCHE URANIE Burnet, Texas (Charleston ) December 21, 1952 
CROSSON, JAMES Leesville, S. C. January 1, 1953 
SASSER, JAMES A. Conway, S. C. January 3, 1953 
THOMPSON, GEORGE E. Spartanburg, S. C. January 13, 1953 
LAWTON, F. A. Estill, S. C. January 18, 1953 
BAILEY, ROBERT S. St. George, S. C. January 20, 1953 
CASON, CHARLES W. Hodges, S. C. February 2, 1953 
CONRAD, CLYDE D. Charleston, S. C. February 12, 1953 
STITH, ROBERT B. Florence, S. C. February 13, 1953 
BRUNSON, SOPHIA B. Sumter, S. C. March 10, 1953 


SCHARLOCK, T. M. Charleston, S. C. March 16, 1953 
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GAMMA GLOBULIN AND POLIO 

(A Summary of Questions and Answers ) 
What is gamma globulin? 
It is the disease-fighting part of human _ blood 
which contains substances called antibodies. When 
polio virus attacks the body, the body fights back 
by building up special polio antibodies. 
How does GG fight polio? 
By providing polio antibodies in the bloodstream 
which entrap the virus before it has a chance to 
attack nerve cells. These antibodies attach them- 
selves to the virus, making it incapable of 
damaging the nerve cells. Paralysis results only 
when nerve cells are damaged by the virus. 
How long does GG-induced immunity last? 
Approximately five weeks, if given in proper doses 
based on body weight. 
Does GG always work? 
No, but if injected at the right time and in proper 
amount it may provide some protection against 
paralysis, according to March of Dimes-supported 
tests made in 1951 and 1952. Once the virus has 
left the bloodstream and reached the nerve cells, 
GG cannot alter the course of the disease. 
Is GG a cure for polio? 
No. At best it is a temporary preventive. There is 
no cure for polio once the nerve cells have been 
affected. But 50% of all patients recover com- 
pletely, 30% recover with only slight weaknesses, 
14% are paralyzed and only 6% die. 
Is it expensive to buy? 
You should not be able to buy GG this vear. All 
GG has been placed in a national stockpile under 
control of the Office of Defense Mobilization, a 
government agency. The GG was furnished by the 
American National Red Cross, the Department of 
Defense and the National Foundation for Infantile 
Paralysis. 
How is it being distributed? 
GG, being a part of blood which is a national re- 
source in short supply, is allocated and distributed 
by the Office of Defense Mobilization, a federal 
agency. It will be apportioned among State and 
Territorial Health Officers who will decide where 
and when and to whom it may be given. 
Is there a source of GG other than human blood? 
No. 
Is GG used for other diseases besides polio? 
Yes. Its greatest use up to this year has been for 
measles. It is now used also for infectious hepati- 
tis, a form of jaundice. Supplies for use against 
these two diseases, as well as polio, are being 
allocated by the ODM. 
What is the dose for polio and how much blood 
does it take? 


16. 


19. 


The dose is based on body weight of the child to 
be temporarily protected—0.14 cubic centimeters 
per pound of weight. It takes a pint of blood to 
produce about 7 cc’s of gamma globulin, enough 
for a 50-lb. child. 

Is commercial GG diftflerent from that made from 
Red Cross-collected blood? 

Probably not. Red Cross GG, the kind that was 
used in March of Dimes field tests last year, was 
made from the pooled blood of many donors who 
lived in many parts of the country. Therefore, it 
probably contained antibodies to all three of the 
known polio viruses. Commercial GG is being 
tested now to determine whether all three kinds of 
antibodies are in it. This is important because pro- 
tection against one of the polio viruses does not 
provide protection against the other two. 

Why does a GG shot last such a short time? 
Because GG is gradually eliminated by the body. 
After about five weeks the level of antibodies is 
too low to afford protection against polio. 

Does a GG shot for measles also protect against 
polio? 

Probably not. The dose tor measles is smaller. Also 
measles epidemics usually occur several months 
earlier than polio, so the life span of the antibodies 
would end before the polio season. 

If GG gives temporary immunity, how long may 
we feei safe during a severe outbreak? 

Absolute security against polio is unwarranted at 
any time, but the temporary protection cannot 
reasonably be expected for more than five weeks. 
Is a GG shot painful? 

Just a minor soreness. Of course, children protest 
at any injection, mostly because the sight of a 
long needle is frightening. But the majority of 
children do not have appreciable soreness. 

Is GG more effective in children than adults? 

No. But children are more susceptible to polio 
than adults. older 
usually have antibodies to at least one of the 


Persons 15 years old and 
known polio viruses, the result of contact during 
childhood (usually unknown at the time) with 
one or more of the polio viruses. 

Are there any after-effects of a GG shot? 

None has been reported to date. 

If you've had polio do you need GG for pro- 
tection? 
Theoretically yes, because there are three polic 
viruses and immunity to one does not provide 
immunity to the others. However, the number of 
patients who get polio more 
small. 


than once is very 


Can you get GG in pill form? 
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No. GG is useful only when injected into the 
muscles where it can be absorbed into the blood 
stream. 

Who discovered GG and when? 

The method of breaking blood up into GG and 
its other parts, as well as the many uses for these 
blood fractions, were discovered by a team of 
scientists headed by Prof. Edwin J. Cohn at Har- 
vard University during the early years of World 
War II. 

Is GG the answer to polio? 

No. A real solution would mean positive pro- 
tection that would last for a period of years. This 
is why the search for a preventive vaccine is being 
pressed forward continuously. 

How does GG differ from a vaccine? 

GG, containing antibodies from the blood of other 
people, provides temporary protection for about 
five weeks. A vaccine, consisting of virus modified 
so as to be incapable of causing paralysis, would 
stimulate the body to make its own antibodies and 
thus provide longer-lasting protection. 

Why isn’t GG given to polio patients? 

By the time a patient has come down with symp- 
toms of the disease and is diagncsed as having 
polio, the virus has already damaged the nervous 
system. The antibodies cannot do any good once 
an individual’s nerve cells are damaged. 

Is GG overrated, as some people say? 

Possibly, if people think of it as cure-all or jinal 
answer. However, neither the scientists who 
tested it nor the National Foundation for Infantile 
Paralysis which sponsored the tests has claimed 
more than temporary protection for it, when given 
in proper doses under proper conditions and at 
the proper time. 

How can you get GG this year? 

By asking your doctor whether your need _ is 
judged a situation in which GG is being pre- 
scribed in your community. 

Who will get GG this year? 

This will be determined by ground rules set up 
by the individual State or Territorial Health 
Officer. He has been given certain criteria by the 
Office of Defense Mobilization which he may 
choose to use as a guide. The ODM plan suggests 
that about 57% of the total available supply for 
polio (excluding supplies for measles and hepati- 
tis) be used for household and other intimate 
contacts of diagnosed polio cases. Another 33% 
may be reserved for mass community injection of 
those in the age groups subject to the greatest 
risk. The remainder (10%) may be used. for 
special emergencies and investigations. 

How can you prevent a black market in GG for 
polio? 

By understanding the facts and not putting un- 
reasonable pressure on your doctor or your health 
department in an attempt to get GG when its use 
is not indicated. True, there may be some drug- 
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gists and doctors who have GG in reserve and may 
be persuaded to use it merely to calm the un- 
warranted fears of parents who can pay high 
prices. But every drop used wastefully means that 
much less for communities and persons who really 
need protection. 
Can your doctor be relied upon to get GG? 
Yes, where it is warranted and where the supply 
allows. Health Officers will distribute it to private 
physicians as cases are reported so that the inti- 
mate contacts can be injected, or may in some 
cases provide for the injections through the health 
departments. But it should be recognized there 
will be limitations upon its use because of the 
short supply. 
Can you earmark the blood you donate to the Red 
Cross for GG for your own children this summer? 
No. In the first place, blood given as part of the 
National Blood Program serves several major pur- 
poses—it serves wounded servicemen, is stock- 
piled for civilian defense, and goes to make gam- 
ma globulin and other blood fractions. All needs 
must be considered in the ODM distribution of 
blood. The blood you give might be urgently 
needed in Korea at the time you give it. Also, 
your children may never need it, for yours may be 
a community that has no polio epidemic in 1953; 
thus you’d be hoarding GG when others need it. 
Why use blood for polio when our armed forces 
need it? 
The some pint of blood that furnishes GG also 
furnishes serum albumin, which is used for shock 
as effectively as plasma. Therefore, taking out the 
GG does not deprive the armed services of sup- 
plies they require. 
Can any doctor give injections of GG? 
Yes. The technique is simple and known to all 
practitioners. 
Why are pregnant women favored for GG shots? 
Because investigation has shown their chances of 
getting polio during an outbreak are greater than 
those of women in the same age group who arc 
not pregnant. 
. If a pregnant woman gets GG does her child have 
lasting protection? 
No. Babies are born with the same amount of 
antibodies in their blood that naturally is pos- 
sessed by their mothers. These antibodies as well 
as added antibodies contained in the GG injections 
last only temporarily. 
In epidemic areas will GG be dispensed through 
a central agency or must one go to one’s own doc- 
tor? 
This will depend upon the plan decided upon by 
your State Health Officer. The ODM, which has 
sole responsibility for allocating supplies to the 
health officers, has left the mechanical details to 
be decided by the states. 
What is meant by “intimate contacts’—how far 
does this go? 








July, 1953 


36. 


40. 















































In line with the Office of Defense Mobilization 
plan it usually means persons who have been asso- 
ciated in close living with patients diagnosed as 
having polio. 

How is GG made and how long does it take? 
Fractionating blood is an intricate chemical and 
physical process requiring the use of complicated 
machinery and skilled technicians. It takes about 
five to eight weeks to complete the process. 

How much GG is available for polio? 
Approximately 1,000,000 doses through Septem- 
ber 1953. But there. are an estimated 46,000,000 
persons in the age groups most susceptible to 
polio in the United States. 

Why is GG in such short supply? 

Because neither facilities nor equipment for wide- 
spread expansion of fractionating plants was 
available and it would take many months to build 
and equip plants, even if long-term needs for GG 
were demonstrated. The existing plants are pre- 
pared to work 24 hours a day, seven days a week, 
but this will not greatly increase the supplies this 
year. And even these supplies are dependent in 
part upon sufficient donations of blood to the 
American National Red Cross. 

Why can’t production of GG be stepped up? 

It has been increased but it is completely im- 
practical to hope that it could ever be stepped up 
to the point where production would meet all the 
demands of the public. 


Why is the National Foundation for Infantile 
Paralysis buying up commercial GG? 

To assure that all gamma globulin will be equally 
available to all the people who may be benefitted 
by it. 

Is the shortage of GG due to lack of blood sup- 
plies? 

To a degree, yes. If not enough blood is con- 
tributed to keep the separating plants using Red 
Cross Blood working at full speed, there will be 
even less GG than has been estimated. But un- 
limited amounts of insure a 
similarly increased GG supply, since there is a 


blood cannot 


limit to actual production by existing plants. 

Who is to blame for the GG shortage? 

Nobody. Whenever a new use is discovered for a 
scarce material, a similar situation results. You 
will remember this was true of penicillin also. 
Can anyone’s blood be used safely to make GG? 
Theoretically yes. But making GG is only part of 
the process of dividing human blood into its use- 
ful parts. Certain diseases can be carried by other 
parts of human blood. 

Why is GG given to those under 30 years of age 
when it is known that persons over 30 also get 
polio? 

Because the limited supplies should be used where 
they are most likely to be effective. Most persons 
over 30 have some protection already—only the 
exceptional adult gets polio. 


45. 


46. 


48 
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Can you have your child inoculated before he 
goes to camp? 

Probably not, unless an unusual epidemic exists 
in your home community or if your child has had 
intimate contact with a diagnosed case. 

If an epidemic occurred at camp or wherever 
your child was vacationing, would it be safe to 
leave him there and get a shot of GG or should 
you bring him home? 

It would be wiser to leave him where he was, even 
if he did not get GG. By the time you removed 
him, he would have been exposed anyway and 
might bring polio home with him. Also, a well- 
run camp is better equipped to supervise his health 
and activities than are many homes. Inoculations 
for all campers, when a case has occurred ‘in 
camp, will be decided upon by local Health 
Officers. 

If your child is at a birthday party and one child 
comes down with polio the next day, would all 
those attending be able to get GG? 

It will be up to the local health officer to decide 
whether mingling at a birthday party constitutes 
“intimate contact.” 

If a polio case occurred in your apartment house, 
would all residents of the building receive GG? 
Probably not. It would be up to the health officer 
to determine who were eligible. 

If you have to travel to an area where there is 
polio, can your child get GG shots before leaving 
home? 

It would be a matter for your local health officer 
to decide. 

Can your National Foundation Chapter help you 
get GG? 

No. The National Foundation has no GG. Neither 
has it any part in planning or operating the alloca- 
tion and distribution of GG, which is the sole 
responsibility of the government agency. 





AMERICAN MEDICINE’S REPORT 
TO THE NATION 


PRESIDENT’S ADDRESS 
Edward J. McCormick, M. D., Toledo, Ohio 


In reaching the successive milestones of life, men 
reckon their progress in different ways. Some put 
ahead of everything else their achievements in busi- 
ness or professional activities; others value most the 
blessings of home and family. Still others weigh 
strongest their accomplishments in terms of benefit to 
mankind. But, no matter how the reckoning is done, it 
is my belief that humbleness and abiding faith in God 
should be the common denominators. It is in this 


spirit that I approach the position of honor assigned 


me by my colleagues in the medical profession. 


High office, whether it be in government or in 
private life, carries with it certain basic obligations. 
These obligations are not only to those who elect you. 
The exercise of official duty should extend beyond 
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the narrow cenfines of selfish interest and should be 
dedicated to the public good. In serving the American 
Medical Association as president for the coming year, 
I shall be representing an organization that has a long 
and honorable history of service in the public interest. 
In taking the solemn oath of office tonight, I pledge 
myself to carry on this tradition of public service. To 
succeed I will need your whole-hearted cooperation 
and the divine guidance of God, for which I pray. 


This evening I should like to present American 
Medicine's Report to the Nation. In a golden era of 
tremendous medical advances, which has already 
brought the elimination or control of many deadly dis- 
cases and the development of surgical techniques that 
once were undreamed of, the past year stands out as 
one of exceptional progress in medical science. What 
parent did not thrill at the news that trials involving 
55,000 children in poliomyelitis-plagued communities 
showed gamma globulin from human blood could at 
least temporarily prevent the onset of the dreaded 
paralytic type of the disease? And soon after came the 
electrifying announcement that doctors were in the 
process of developing a successful vaccine against all 
three of the known poliomyelitis viruses. Many 
months of cautious and painstaking experimentation 
are still required before the vaccine can be made 
available for general distribution, but the reports pub- 
lished are most heartening. Because of production 
difficulties, gamma globulin will be given limited dis- 
tribution through the Office of Defense Mobilization 
for some time to come, however, it will be made 
available wherever drastic, emergency preventive 
measures are indicated. 


A moment ago I made passing mention of great 
strides in surgical techniques. This fact was brought 
home in dramatic fashion last December at the Univer- 
sity of Illinois medical school in Chicago. With 
literally the attention of the world focused on the 
surgical amphitheater at the university, a highly skilled 
team separated the 15-month-old Brodie Siamese 
twins, who had been joined at the head. Only twice 
before in medical history had separation of Siamese 
twins joined at the cranium been attempted, and in 
both cases the twins died before the separation was 
completed. Today one of the Brodie twins is alive and 
ipparently destined to lead a relatively normal life. 

Operations upon the heart, brain, lungs, and 
stomach and other vital organs, impossible 25 years 
ago, are now being accomplished with safety and 
success. Advances in orthopedic surgery have brought 
happiness and independence to many who were 
crippled, and the light of hope is seen in the darkness 
of cerebral palsy. Patients walk about the wards of 
our great hospitals the day of major surgery and are 
discharged in a week. Surgery and radiology are pro- 
ducing an increasing number of cures in cancer cases. 

In the immediate future, more men and women will 
be able to live and work long after 65 years of life. 
Today we find it necessary to review our estimates 


and definitions of old age and human usefulness. 
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The horizons of medicine are unlimited! Research 
workers are making magnificent progress in all fields. 
Such spectacular devices as the mechanical heart and 
lung and the mechanical kidney demonstrate man’s 
ability to ferret out the long-hidden secrets of the 
human body. I can predict with confidence that the 
doctor of the future will do much of his work in the 
field of disease prevention. 


Unfortunately, there is one disease for which we 
can never hope to develep a vaccine, and that is 
preventable accidents. Last year alone, according to 
the National Safety Council, 96,000 Americans died 
as the result of accidents of all types. In the same 
period, one out of every 16 persons in the United 
States suffered a disabling injury, or a total of 9,700,- 
000 persons—roughly the combined population ot 
metropolitan New York. A population approximately 
the size of Atlanta, Ga., 350,000 persons, was left 
permanently disabled by injuries. Aside from the pain 
and mental anguish, the cost of these accidents 
amounted to $8,300,000,0C0 in medical expense, over- 
head costs of insurance, property damage, and _ lost 
wages. The accident problem must be solved, for ac- 
cidents—preventable accidents—are a waste of money, 
time, and medical talent that could be more effectivels 
utilized in the prevention and elimination of disease. 


Much of the progress of medical science in this 
country coincides with the growth of organized medi- 
cine. One hundred and six vears ago, scattered medical 
societies throughout the nation joined hands to form 
the American Medical Association, thereby setting up 
a democratic procedure for elevating the standards of 
the medical profession on a uniform basis. Today the 
Association is composed of 140.000 doctors, who ex- 
press the medical needs of their respective com- 
munities through the representatives they elect to the 
A.M.A.’s House of Delegates. They spend 10 million 
dollars each year studying and working in the fields 
of rural health, industrial health, the availability of 
physicians, medical care for the armed forces, civil de- 
fense, medical education, hespitals, nursing, mental 
diseases, health education, exposing quacks and 
fakers, and searching for ways to help the chronically 
ill and those who have difficulty in paying for medical 
care. These are only a few of the A.M.A. activities. 


We have encouraged the development of voluntary 
prepaid health insurance plans to assist the individual 
and family in meeting the unexpected costs of sickness 
Such plans are being constantly improved to include 
protection against long-term, disabling illness or in- 
jury and to provide coverage without regard to age. 
The growth of prepaid medical and hospital expense 
coverage is unparalleled by comparison with any of 
the spectacular advances made in the history of in- 
surance. There are more than 90 million Americans 
now carrying hospital, surgical, and medical insurance. 
Add to this total the persons covered by industrial in- 
surance, veterans’ benefits, and local, state, and fed- 
eral custodial programs as well as those cared for in 
the great charity hospitals throughout the country and 























. Dizziness ... movement is 
within the head. 
2. Objective vertigo ... the environ- 
ment is in motion, 
3. Subjective vertigo ... the patient 
himself moves in space. 


TYPES OF VERTIGO: 


Their symptomatic relief with Dramamine’ 


The disagreeable sensations of dizziness 
which physicians are frequently required to 
explain to patients have been described by 
Simonton! as varying from a slight sensa- 
tion of confusion to severe vertigo. 

While dizziness or giddiness is classified 
as a sensation of unsteadiness with a feeling 
of movement within the head, in vertigo the 
environment seems to spin (objective ver- 
tigo) or the body to revolve in space (sub- 
jective vertigo). Labyrinthine disturbances 
are likely to cause a sensation of rotation. 
Among the more common causes of dizzi- 
ness or vertigo, this author lists: Damage to 
the vestibular nuclei or tracts in the central 
nervous system, involvement of the vestib- 
ular end organs by disease of the ear, 
Méniére’s disease, toxicity of drugs, ocular 


SEARLE Research in the Service of Medicine 


vertigo from sudden diplopia, visual field 
defects, looking down from heights and 
motion sickness due to hyperactive laby- 
rinthine reaction from riding in vehicles. 
Dramamine (brand of dimenhydrinate) 
has proved effective in treating many of 
these disturbances. The indications for 
which Dramamine is now Council accepted 
include: Motion sickness, the nausea and 
vomiting associated with pregnancy, certain 
drugs, electroshock therapy and narcotiza- 
tion ; vestibular dysfunction associated with 
streptomycin therapy; the vertigo of 
Méniére’s syndrome, hypertensive disease 
and that following fenestration procedures, 
labyrinthitis and radiation sickness. 


1. Simonton, K. M.: The Symptom of Dizziness, Ari- 
zona Med. 6:28 (Sept.) 1949 
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we are justified in questioning the motives of those 
who would place all of our sick under government 
dictation. 


Recent figures gathered for the Federal Reserve 
Board by the Survey Research Center of the Univer- 
sity of Michigan indicate that 80% of American fami- 
lies have no medical debt at all. Seventeen per cent 
have medical debts of $2 to $200, an amount that 
could normally be met without tco much difficulty. 
Only 3% had medical obligations in excess of $200. 


Doctors have been criticized by many. We make 
no claim to sainthood. We have in our midst a certain 
number, perhaps 3 to 5%, who are not worthy mem- 
bers of an honorable profession. We have established 
mediation committees in all our 48 states to hear pa- 
tient complaints and try to work out a solution. Here 
and now I call upon all county medical societies to 
continue to expel from our ranks those who are un- 
ethical, dishonest, and unfair. We cannot protect or 
condone the few who bring disgrace upon us. We owe 
to the American people protection from the small num- 
ber of greedy and godless physicians who flagrantly 
violate the noble traditions of the medical profession. 
But let us do this job in an orderly fashion, making 
speedy, effective use of the disciplinary machinery; 
already available in our medical societies. By eliminat- 
ing the wrongdoers in this way we will restore the pub- 
lic faith in the 95% of ethical practitioners whose 
reputations have been tarnished by irrespons‘ble, gen- 
eralized accusations. 


We are making great progress in the expansion and 
building of medical schools, which is steadily in- 
creasing the supply of physicians. Since 1929 the 
supply of doctors has been increasing consistently 
faster than the growth of our national population. In 
the past 10 years the number of graduates from medi- 
cal schools increased more than 19%. There is every 
indication that there will be an additional increase 
of 25% in the number of medical graduates during 
the next 10 years. 


Plans are now well under way for the establishment 
of several new medical schools. In only the last three 
years, nearly 242 millions of dollars were spent for 
new construction to expand medical school facilities 
in the United States. The American Medical Associa- 
tion always has, and will continue to encourage sound 
expansion of medical schools and their educational 
programs. Last year more than 3 million dollars was 
given by 37,000 doctors in direct support of medical 
education. If contributions to building funds and for 
other special purposes were included, these figures 
would be even larger. A substantial portion was raised 
through the American Medical Education Foundation 
and the National Fund for Medical Education. I ap- 
peal to all doctors and business and industry to sup- 
port these two fund-raising organizations as a means 
of avoiding federal subsidy of medical education with 
its potential threat of ultimate socialization. The trend 
is awayfrom centralized government domination. As 
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Americans, let us keep it that way by supporting and 
promoting all voluntary, private activities at the 
national, state, and local levels. 


Today, with one doctor for every 730 persons, the 
United States has more practicing physicians than 
any other country in the world. Those who have care- 
fully studied complaints of physician shortages have 
come to the conclusion that shortages are caused not 
by a nationwide lack of doctors, but primarily by 
faulty distribution due to professional factors related 
to their practice. They feel they cannot practice the 
kind of medicine they want to without modern equip- 
ment. Since they cannot finance such equipment in 
their early years of practice, they tend to settle in 
metropolitan areas where up-to-date facilities are 
readily available. To help resolve this serious problem, 
physician placement services have been put in opera- 
tion by medical societies in most states. Strongly sup- 
ported by the American Medical Association, these 
placement services are helping to assure an equitable 
distribution of doctors throughout the nation. Under 
this plan, many rural communities are building offices 
or small hospitals and equipping them with modern 
medical apparatus as inducements for young doctors. 
In Kansas, for example, this procedure attracted 67 
new doctors to communities of 2,500 or less persons 
in a period of only two years. Many of these com- 
munities had not had a doctor for years. 


We have been and will continue to be concerned 
when patients tell us they have difficulty in reaching 
a doctor in an emergency or during night hours. In 
1948 there were only 60 night and emergency tele- 
phone centers sponsored by county medical societies. 
Last year this total had grown to 650. And these cen- 
ters are continuing to increase. Every medical society 
in the country should initiate and finance this type of 
service. 


Likewise, every family should select for itself a 
family physician in whom it has confidence and whose 
advice will be followed in emergencies and when seek- 
ing the services of specialists. In establishing this 
family-physician relationship there should be no 
hesitancy in discussing fees. Every patient should feel 
perfectly justified in requesting a frank discussion of 
fees with his doctor. Mutual understanding of the 
economics of medical care is most important, and I 
would like to encourage both patient and physician to 
develop such an understanding. 


I have told you tonight of some of our activities in 
public service to the nation and of the great progress 
made in American medicine. Time will not permit a 
more detailed description of our activities, but these 
are a matter of record available for the perusal of all. 


We shall continue to support all programs for the 
good of the public health, as we have done over the 
years. With but one exception there has been no 
major federal health law enacted that was not spon- 
sored or supported by the American Medical Associa- 
tion, and the one exception turned out to be such a 
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failure that Congress refused to renew the act when 
it expired. 


We shall fight with all of our strength matters that 
are not in the public interest. The American Medical 
Association throughout its history has been a champion 
of sound progress in medicine. It has had to fight 
many battles against quackery, against political inter- 
ference, and against slipshod medical training and 
practice. An organization cannot be a strong, fearless 
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leader without creating bitter enemies and staunch 
supporters. We have both today. 

If anyone can present a plan of medical care or a 
way of life that is an improvement on the American 
way, we shall listen with attentive ear. But we will 
not compromise American freedom and ideals. Nor are 
we disposed to support anything but the best in medi- 
cine. In our care is the health of the American people. 
Its improvement is our sole and constant goal. We shall 
be true to this trust. 





WANTED 


A young physician interested in practice in an 
industrial town in the Northwest section of South 
Carolina. Population of 8,000. Salary and com- 
mission. Partnership interest later in well estab- 
lished clinic practice divided into: (1) Surgery, 
(2) Industrial surgery, (3) General X-Ray, (4) 


General practice, (5) Obstetrics and Pediatrics. 


For information write Medicus, Care Journal of 
the South Carolina Medical Association, Florence, 


S. C. 
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PATRONIZE OUR ADVERTISERS 


They Help To Make The Publication 


Of This Journal Possible 
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THE SOUTH CAROLINA ACADEMY OF GENERAL PRACTICE 
FRANCIS MARION HOTEL, AUGUST 4 AND 5, 1953 


—PROGRAM— 


9:00 a.m. Registration 


9:30 a.m. Welcome—Dr. Kenneth M. Lynch, President, Medical College of South Carolina 
Welcome—Dr. Vince Moseley, President, Charleston County Medical Society 


9:45 a.m. Business Meeting— 
Election of Officers 


10:50 a.m. Visit Exhibits 


11:10a.m. “An Analytical Study of Results in 200 Cases Given Gamma Globulin for Measles 
Control”—Dr. Lee Bivings, Atlanta, Ga. 


11:50a.m. “Everyday Problems in Pediatrics’"—-Dr. Arthur H. London, Jr., Associate in Ped- 
atrics, Duke University School of Medicine, Durham, N. C. 


12:30 p.m. Visit Exhibits 


:00 p.m. ~Luncheon— 
Speaker—Dr. C. BR. F. Baker, President, South Carolina Medical Association 


to 


:30 p.m. Panel Discussion on “The Early Diagnosis of Cancer of the Alimentary Tract.” 
Dr. John C. Hawk, Jr., Director Cancer Clinic, and Drs. Vince Moseley, H. R. 
Pratt-Thomas, Harold Pettit, Henry W. Mavo, and E. F. Parker. 


1:00 p.m. Visit Exhibits 


4:20 p.m. Mr. R. M. H., New Haven, Conn.—*“A Member of Alcoholics Anomymous.” 
5:00 p.m. Visit Exhibits 
6:30 p.m. Refreshments—( Courtesy of Similac Company ) 


:30 p.m. Annual Banquet— 
Speaker: Dr. U. R. Brvner, Salt Lake City, Utah, President, American Academy of 
General Practice 


WEDNESDAY, AUGUST 5, 1953 


9:00 a.m. Registration and Visit Exhibits 


9:30 a.m. “Pathogenesis of Microcytic Anemia”’—Dr. Charlton deSaussure, Associate in 
Medicine, Medical College of South Carolina, Charleston, S. C. 


10:10a.m. “Cushings Disease, the Adrenogenital Syndrome and the Hirsute Woman”—Dr 
_ Robert B. Greenblatt, Professor of Endocrinology, Medical College of Georgia 
Augusta, Georgia 


10:50 a.m. Visit Exhibits 


11:10am. “The Management of Ante-partum Hemorrhage’—Dr. R. A. Bartholomew, Profes- 
sor of Clinical Obstetrics, Emorv University, Atlanta, Ga. 


11:50a.m. “Hemolytic Anemias’—Dr. V. P. Sydenstricker, Professor of Medicine, Medical 
College of Georgia, Augusta, Ga. 


12:30 p.m. Visit Exhibits 


_ 


:00 p.m. Dutch Luncheon 
Speaker—Mr. Leo E. Brown, Executive Assistant and Director of Public Relations, 
A.M.A. Chicago, III. 
Subject—“PR Profits.” 


to 


:40 p.m. “Simulated and True Sexual Precocity in the Female’—Dr. Edwin C. Hamblen, 
Professor of Endocrinology, Duke University School of Medicine. Durham. N. C. 


w 


:20p.m. Round Table Discussion—Questions and Answers—Dr. John T. Cuttino, Dean. 
Medical College of South Carolina, Charleston, S. C. 


Adjournment 





